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C1.  

Supersedes  Effective  Date  

Revision: (BPD) Attachment 3.1-AHCFA-PM-91-4 
AUGUST 1991 Page 3 

OMB No.: 0938 
State/territory: Kentucky 

AMOUNT, DURATION, AND SCOPEOF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

b. services.Optometrist’

/x/
Provided: 

Notprovided. 

C. Chiropractors’services.

/x/
Provided: 
-

/-/ Notprovided. 

d. Practitioner’Other Services.

/x/ 


-
No With/-/ limitations /x/limitations* 

/X/ NO limitations /rWithlimitations* 

Provided: Identified on attached sheet with description of limitations, if 
any. 

/J Notprovided. 

Health7. Home Services 

a.Intermittentorpart-timenursingservicesprovidedbyahomehealthagency or 
by a registered nurse when no home health agency existin area.

/x/ /x/
-
Provided: /-/ limitationsNo 

b.Homehealthaideservicesprovidedbyahomehealthagency.

/x/Provided: /J NOlimitations 

C. 	 Medicalsupplies,equipment,andappliancessuitable

/x/Provided: /INO limitations 

* Description provided on attachment. 

TN NO. 01-26 
DateApproval FEB 2002 

TN NO.00-10 

Withlimitations* 

/x/
With limitations* 

for use in the home.

/x/Withlimitations* 

11/15/01 



Supersedes  

shall 

with 

or 

Revised 
Attachment 3.1-A 

State:Kentucky Page 7.3.1 (a) 

AMOUNT, DURATION, AND SCOPEOF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

7. Home Health Services 

Home health services must be provided by a home health agency thatis Medicare and 
Medicaid certified. The service must be medically necessary, ordered by a physician, 
physician assistant or advanced registered nurse practitioner, prior authorized, provided 
in accordance with approved plan of care and providedin the individual’s residence. A 
hospital, nursing facility or intermediate care facility for mentally retarded not be 
considered asan individual’s place of residence. Prior authorization mustbe conducted 
by the Department and is based on medical necessity; physician’s orders; the recipient’s 
needs, diagnosis, condition;the plan of care; and cost-effectiveness when compared 
with other care options. 

7a. 

7b. 

7c. 

01-26NO. TN 

Intermittent or Part-time Nursing Service 

Intermittent or part-time nursing services must be ordered by a physician, 
physician assistant or advanced registered nurse practitioner, be prior 
authorized, providedin accordance with an approved plan of care and provided 
in the individual’s residence. Home health agencies may provide disposable 
medical supplies necessary for, orrelated to, the provision of intermittent or part­
time nursing serviceas specified for coverage by the Medicaid Program. 

Homehealth Aide Services 

Homehealth aide services must be orderedby a physician, physician assistant or 
advanced registered nurse practitioner, be prior authorized, providedin 
accordance with an approved plan of care and providedin the individual’s 
residence. 

Medical Supplies, Equipment, Prosthetics, and Orthotics Suitablefor Use in the 
Home 

Each Provider desiringto participate as a durable medical equipment, prosthetic, 
orthotic, or medical supply provider must be a participating Medicare provider 
and sign a provider agreement the Departmentfor Medicaid Services. 

Durable medical equipment, prosthetics, orthotics, and medical supplies are 
covered onlyin accordance withthe following conditions: 

1. 	 The Department covers itemsspecified in the Medicare region C DMERC 
DMEPOS Suppliers Manual. The provider may, however, submit requests for 
other specific items not covered by Medicarenot routinely covered bythe 
Medicaid Programfor consideration. 

FEB (1 4 2002 
Approval 1115/011 Date DateEffective 

TN NO. 01-05 




Revised 
Attachment 3.1-A 

State:Kentucky Page 7.3.1 (c) 

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 

7.d. 

SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

g. 	 Provided in accordancewithearlyandperiodicscreening, 
diagnosis, and treatment (EPSDT) requirements established in 
42 USC 1396d(r) and 42 CFR 441 SubpartB, for recipients under 
twenty-one (21) years of age. 

5. 	 An item ofdurablemedicalequipment,prosthetic,ororthoticshallbe 
durable in nature and ableto stand repeated use. Coverage ofan item of 
durable medical equipment, prosthetic, orthotic, or medical supply shall 
be in accordance withthe following: shall serve a medical purpose; shall 
not generallybe useful to a personin the absence of illness or injury; 
shall be appropriate foruse in the home; andshall be medically 
necessary, and reasonable. 

6. 	 The followinggeneraltypesofdurablemedicalequipment,prosthetics or 
orthotics are excluded from coverage underthe durable medical 
equipment program: 

a.Itemswhichwouldappropriatelybeconsideredforcoverageonly 
through other sections ofthe Medicaid Program, such as frames 
and lenses, hearing aids, and pacemakers; 

b. 	 Itemswhichareprimarilyandcustomarilyusedforanon-medical 
purpose, such as air conditioners and room heaters; 

c.Physicalfitnessequipment,suchasexercyclesandtreadmills; 
and, 

d.Itemswhichbasicallyserveacomfortorconvenienceof the 
recipient or the person caring forthe recipient, such as elevators 
and stairway elevators. 

physical therapy occupational therapy, or speech pathology and audiology 

Physical therapy, occupational therapy, or speech pathology services provided 
by a home health agency must be ordered by a physician, physician assistant or 
advanced registered nurse practitioner, be prior authorized, providedin 
accordance with an approved planof care and providedin the individual’s 
residence. Audiology services are not provided underthis component. Physical 
therapy, occupational therapy, or speech pathology services provided by a 
medical rehabilitation facility are not provided underthis component. 

TN NO. 01-26 
Supersedes 
TN NO.01-05 



Provided:  

in 

Revision: (BERC) Attachment 3.1-8HCFA-PM-86-20 
SEPTEMBER 1986 Page 3 

OMB NO.: 0938-0193 
State/territory: Kentucky 

AMOUNT, DURATION,AND SCOPE OF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

6. 	 Medical care and any other type of remedial care recognized under State law, furnished 
by licensed practitioners withinthe scope oftheir practice as define by State law. 

a. ServicesPodiatrists’

/x/
Provided: 

b. Optometrist’Services

/x/
Provided: 

C. Chiropractors’Services 

/z/Provided: 

-
1-/ limitationsNo 

/INolimitations 

/X/ NO limitations 

d. Other ServicesPractitioners’ 

Provided: 1-1 limitations/x/ -
No 

Health7.  Home Services 

/x/limitations*With 

/x/
Withlimitations* 

/rWithlimitations* 

/x/ limitations*With 

a. Intermittent orpart-time nursingserviceprovidedbyahomehealthagencyorby 
a registered nurse when no home health agency existsthe area.

/x/ /x/
Provided: /: limitationsNo 

b.Homehealthaideservicesprovidedbyahome

/x/
Provided: 13 NO limitations 

Withlimitations* 

health agency.

/x/
With limitations* 

C. 	 Medicalsupplies,equipment,andappliancessuitable for use in the home.

/x/No Withlimitations /X/limitations* 

d.Physicaltherapy,occupationaltherapy,orspeechpathologyandaudology 
services provided by a home health agencyor medical rehabilitationfacility. 

Provided: /-/ limitations /x//x/ -
No With limitations* 

* Description provided on attachment. 

‘- .TNNO.01-26 feb w 4 2002 
Supersedes DateApproval Effective Date 11/15/01 
TN NO.00-10 




by 

or 

Revised 
Attachment 3.1-B 

State:Kentucky Page 24 

7. 

AMOUNT, DURATION, AND SCOPEOF MEDICAL AND REMEDIAL CAREAND 
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

~~~~ ~ 

Home Health Services 

Home health services must be provided by a home health agency thatis Medicare and 
Medicaid certified. The service must be medically necessary, ordered by a physician, 
physician assistantor advanced registered nurse practitioner, prior authorized, provided 
in accordance with approvedplan of careand provided in the individual’s residence. A 
hospital, nursing facility or intermediate care facility for mentally retarded shall not be 
consideredas an individual’s place of residence. Prior authorization must be conducted 
by the Department and is basedon medical necessity; physician‘s orders;the recipient’s 
needs, diagnosis, condition;the plan of care; and cost-effectiveness when compared 
with other care options. 

7a. 

7b. 

7c. 

Intermittent or Part-time Nursing Service 

Intermittent or part-time nursing services mustbe ordered by a physician, 
physician assistant or advanced registered nurse practitioner, be prior 
authorized, providedin accordance with an approved plan of care and provided 
in the individual’s residence. Homehealth agencies may provide disposable 
medical supplies necessary for, orrelatedto, the provision of intermittentor part­
time nursing service as specified for coverage the Medicaid Program. 

Homehealth Aide Services 

Homehealth aide services must be orderedby a physician, physician assistant or 
advanced registered nurse practitioner,be prior authorized, providedin 
accordance with an approved plan of care andprovided in the individual’s 
residence. 

Medical Supdies. Equipment, Prosthetics. andOrthotics Suitable for Usein the 
Home 

Each Provider desiring to participate as a durable medical equipment, prosthetic, 
orthotic, or medical supply provider mustbe a participating Medicare provider 
and sign a provider agreement withthe Departmentfor Medicaid Services. 

Durable medical equipment, prosthetics, orthotics, and medical supplies are 
covered onlyin accordance withthe following conditions: 

1. 	 The Department covers items specified in the Medicare region C DMERC 
DMEPOS Suppliers Manual. The provider may, however, submit requests for 
other specific items not covered by Medicarenot routinely covered bythe 
Medicaid Programfor consideration. 

Effective Date 11115/01. .  

T i  No. 01-05 



for 

State:Kentucky 

Revised 
Attachment 3.I-B 
Page 25.1 

AMOUNT, DURATION, AND SCOPEOF MEDICAL AND REMEDIAL CARE AND 
SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

5. 	 An item ofdurablemedicalequipment, prosthetic, ororthotic shall be 
durable in nature and ableto stand repeated use. Coverage of an item of 
durable medical equipment, prosthetic, orthotic,or medical supply shall 
be in accordance withthe following: shall serve a medical purpose; shall 
not generally be useful to a personin the absence of illness or injury; 
shall be appropriate foruse in the home; andshall be medically 
necessary, and reasonable. 

6.Thefollowinggeneraltypesofdurablemedicalequipment,prostheticsor 
orthotics areexcluded from coverage underthe durable medical 
equipment program: 

a. 	 Itemswhichwouldappropriatelybeconsidered for coverageonly 
through other sections ofthe Medicaid Program, such as frames 
and lenses, hearing aids, and pacemakers; 

b.Items which areprimarilyandcustomarilyused for anon-medical 
purpose, such as air conditioners and room heaters; 

C. Physicalfitnessequipment,suchasexercyclesandtreadmills; 
and, 

d.Items which basicallyserveacomfortorconvenienceof the 
recipient or the person caring the recipient, such as elevators 
and stairway elevators. 

7.d. 	 physical therapy occupationaltherapy,orspeechpathologyandaudiology 
services providedby a home health agency or medical rehabilitationfacility 

Physical therapy, occupational therapy, or speech pathology services provided 
by a home health agency must be ordered by a physician, physician assistant or 
advanced registered nurse practitioner,be prior authorized, providedin 
accordance withan approved plan of care and providedin the individual’s 
residence. Audiology services are not provided underthis component. Physical 
therapy, occupational therapy, or speech pathology services providedby a 
medical rehabilitation facility are not provided underthis component. 

TN NO. 01-26 . P I  P “‘j(7 .-.feb Q 4 2002 
Approval Effective Date 1Date 1/15/01Supersedes 

TN NO. 01-05 


